The paper discusses the moral difficulties physicians encounter when determining the level offormality they will use when addressing their patients. It is argued that physicians ought not to use a patient'sfirst name unless the patient also uses the physician's first name. In short, physicians and patients should always address each other with the same level offormality. It is argued that this is so even when patients invite physicians to address them informally.
The moral issues connected with naming are not unfamiliar. Take, for example, the case of Mrs Lucille Natkins. In 1982 she described what happened to her when she underwent a dilation and curettage as follows:
One visit and several phone calls later -all conducted on a cordial 'Dr Gold' and 'Mrs Natkins' basissurgery was scheduled and soon afterward I was wheeled into the operating room. As my vision blurred and my legs numbed, a voice cut through the anaesthetic haze. 'Hi, Lucille, this is Dr Gold!' Stupor turned to rage. ' Some clinicians do not think the costs of firstnaming patients are too high. The benefits, the story goes, repay the costs. The appropriate, empathic use of names is taken to be part of the clinical art. If a physician awaits an invitation to use a patient's first name, she may lose an opportunity to set the clinical agenda. Judiciously elected informality permits astute physicians to secure medically useful power. Given that good medicine consists in not only persuading but in bullying and cajoling patients to overcome their weak wills, a clinician's seizing a boss's power may be in the best interest of some patients. If I eat, drink, and smoke too much, odds are I will need help in moderating my appetites. My doctor's slyly grabbing superior power increases the likelihood that I will moderate them. For me to grant my physician this power would not work as well as having her just take it. In some cases, then, a clinician's informality may indicate no more than a preference for good doctoring over good manners. And if a patient does take offence, he can always complain. Such complaints, on the present view, arise from a mistake in clinical judgement. Even though that mistake causes the patient a moral injury through its lack of respect, it is an injury whose cause resides in clinical judgement. Senger's previously cited paper quoted a psychiatrist to illustrate the therapeutic use of naming.
'I use the first name initially to deliberately foster the parent child transference. But I resolve this in the end by eventually requesting the patient to call me by my first name also and work through the resistance to doing this. Thus we end on an adult to adult basis' (4).
Although there is little evidence that the use of informality to further clinical ends is common, this testimony would suggest that the practice is more common than might be supposed. So, the present defence of informal address recognises its moral costs, but believes them sometimes to be insufficiently weighty in relation to the therapeutic benefits.
Responding to this argument is not easy. Unfortunately, for philosophers, it is not a matter that can be settled with armchair sociology. One would have to know, for example, whether informality truly does make a positive contribution to therapeutic ends after one allows for the potential moral risks. In addition the argument requires what are bound to be extremely controversial calculations about the appropriate weight to assign to an injury to a person's self-respect. These technical difficulties may be surmountable (although the history of utilitarianism does not justify optimism), but it is rash to assume that the expected benefits of informality outweigh the expected risks without the benefit of evidence. Hence the recommendation of the JAMA study stands: Don't call patients by their first name without an invitation. And even if some patients are offended when called by their last name, the likelihood of that doing irreparable damage to the therapeutic relationship would appear to be slight, especially given what is presently reasonable to believe about patient preferences in regard to naming.
What, though, should physicians do when a patient invites them to use his first name? Undoubtedly the common sense answer would be to accept the invitation, which is also the policy recommended in the JAMA study. I, however, believe that a good case can be made for rejecting informality unless the physician also insists that the patient respond in kind. I will sketch two arguments in support ofmy position. First, I shall explain why I think that unreciprocated informality towards patients inhibits their ability to make adult choices. Second, I shall argue that informal address undermines morally desirable commitments to egalitarian practices.
If unreciprocated informality towards patients inhibits their capacity for adult choice, one reason for objecting to it is already familiar. Assuming the role of an inferior in a social relationship damages the capacity persons have to choose for themselves. Patients who wittingly or unwittingly compromise their power of choice might cheat themselves out of having as good care from their physicians as they might have. Although I think the trend towards increasing patient participation in treatment decisions could underwrite this objection, I do not think enough is known to tell whether treatment would be impaired; consequently, I note, but will not rely on the claim that it is unreciprocated informality that truly damages health care. Rather, I maintain that even if research eventually revealed that patients' retaining their fullest possible range of rational choice puts them at somewhat greater health risk (it verges on fatuous to suppose the risk would be vastly greater), nothing should be done or permitted in regard to naming which compromises a patient's agency. For it is by conscientiously preserving patients' range of choice that physicians exhibit respect for their patients as morally considerable beings.
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